The risk of contracting AIDS in the medical workplace is small but very real and when it happens, is devastating. Recent studies and discussions have highlighted the risks to surgeons and their assistants of contamination with their patient's blood during surgery and the risks of transmission of blood borne pathogens notably human immunodeficiency virus (HIV)1-5. The transmission of pathogens may occur through needlestick or sharps injury, via cut, abraded or diseased skin or by contact with the mucous membranes. Up to April 1990, the Centres for Disease Control in the United States were aware of 25 published reports of health care workers whose HIV infection was presumed to have been occupationally acquired", Eighteen of the 25 were reported to have parenteral exposure to blood and the remaining seven, exposure via the mucous membranes or defective skin. From AIDS surveillance data (up to October 1989) a further two cases of AIDS were identified following exposures to HIV-infected blood", These figures, however, may be an underestimate due to the criteria used by the CDC in accepting cases as occupationally acquiredt-", So what are the risks of exposure and of infection should exposure occur? In a US study, estimates on the number of exposures that a surgeon or another team member may have had from needlestick, bone punctures or laceration of skin with direct blood contact or mucosal splash varies from a mean of 0.4 per operation (heart surgery using cardio-pulmonary bypass) to 1.5 exposures per operation (complicated valve operations.
Their estimation is that as cardiac surgeons they have between five and 10 punctures or eye splashes per year", In a Dutch study on needlestick injuries alone, there were 42 injuries reported in 3101 operations, a rate of 1.4 per 100. However, the rate differed by specialty with higher rates reported in urology, gynaecology and general surgery than in neurosurgery and orthopaedics''. In a US prospective study of 860 health care workers who had percutaneous exposures to blood from HIV-infected patients'", four seroconverted. All four workers had had deep percutaneous or intramuscular injuries with large, hollow needles but seroconversions have been reported after superficial needlestick injuries!'. The risk of contracting AIDS from a contaminated needlestick injury has been estimated to be 0.4%, however, it should also be remembered that the risk of contracting hepatitis B from a HBsAg positive individual is much higher at 6_30%12.
Protection against needlestick injuries has not progressed as quickly as many surgeons would have wished. In the UK there are no surgical gloves available which are resistant to injury, even local protection of the index finger of the non-dominant hand (the most frequent site of injury)l,13 is left to each surgeon's ingenuity. Glove manufacturers have not responded to the challenge of providing adequate hand protection yet retaining sensation and dexterity. In the United States a new seamless glove, which is lightweight and cut and puncture resistant, has recently been launched. Made of aramid filament fibre, the glove is designed to be worn between sterile latex gloves for surgery and is said to be, pound for pound, stronger than steel (UltraSurg from Golden Needles and Glove Company).
Reinforced gloves may protect from exposure, but should exposure occur then basic first aid precautions should be taken and the site of injury encouraged to bleed and washed with soap and water before a waterproof dressing is applied and fresh gloves are donned>.
If infected blood comes into contact with cut, abraded or diseased skin, then HIV transmission may occur. A surgeon is separated from the patient's tissues and body fluids by surgical gloves. However, studies have confirmed that it is possible for gloves to be punctured both with and without the wearer's knowledge. In a study by Mata et al. 1 of surgeons using two pairs of gloves whilst operating, it was found that the rate of puncture ofthe outer glove was 11% and of the inner glove 2% suggesting protection in four out of five cases in which the outer glove had been breached. An important finding was that subjects were unaware of punctures in over half the cases until the operation was over. In 26% of the cases the second pair of gloves had to be removed because of discomfort or loss of sensitivity. The risk of exposure of broken skin with contaminated blood, therefore seems high, however the risk of infection, although unknown, is thought to be less than that of a percutaneous exposure'P.
In order to prevent infection more attention should be paid to the condition of a surgeon's skin with regular inspection after scrubbing for cuts and abrasions which should be covered with waterproof, sterile dressings prior to gloves being put on.
Splashes of contaminated blood onto the mucosa of the eye have been described in a variety of settings from minor proceduresto more complicated orthopaedic and cardiac operationsv". In a study by Brearley and Buist'' 25% of operations lead to at least one splash of blood onto spectacles lenses during general surgical procedures. In the series of 257 operations, more than 10 splashes were present on eight occasions with a mean of 1.3 splashes per operation. They reported that there were only three occasions when the operator was aware of blood splashes. In a separate study Porteous found that certain procedures were more likely to produce blood splashes on operators' spectacles than others: 84% of joint arthroplasties compared to 51% of dynamic hip screw insertions lead to spectacle contaminations, The use of power tools was associated with greater contamination. A study conducted in Cardiff showed that during bone cutting and intramedullary reaming all scrubbed personnel were exposed to contamination!", There are difficulties in assessing the true incidence of exposure via the mucous membranes around the eye as a pair of spectacles presents a far greater area of contact than the palpebral fissure and on the unshielded eye minute amounts of blood landing on the conjunctiva are not detectable.
Gioannini et al. 17 have reported a case of presumed occupational exposure and infection of a 37-year-old lTD nurse who was splashed with the blood of an asymptomatic HIV-positive haemophilliac on the hands, eyes and mouth whilst disoccluding an arterial catheter. Conventional spectacles provide some protection, but as Brearley and Buist have pointed out, their use does not. prevent splashes occurring on the inside oflenses. Safety glasses have side pieces and conform to a British Standard against liquid splashes and are available with prescription lenses if required. Alternatively, a single use disposable medical eye shield (MEDS, Hospital Management and Supplies Ltd, Dagenham) made from lightweight plastic allowing a full range of vision can be worn either with or without spectacles. The manufacturers claim that the shields do not fog and can provide full vision even in humid environments. They can be worn under surgicalloups and cost £43.00 for a pack of 24.
But the onus of protection against exposure to blood is not solely with the employee, the Health and Safety at Work Act 1984 requires all employers to provide 'systems of work that are, so far as reasonably practical, safe and without risk to health'.
In addition, the Control of Substances Hazardous to Health Regulations (COSHH) which came into force on 1 October 1989, require that assessments be made of all substances which may cause a hazard to health including micro-organisms and that exposure to these substances is controlled.
Health care workers who may be exposed to contaminated blood should be aware of the procedures and reporting mechanisms within their hospitals should any accidents occur. Occupational Health Services within the NHS are expanding and the physicians and nurses are trained and ideally placed to advise staff on the prevention of occupationally On pigeons, physicians and placebos 'Take a pigeon, and place it on the belly of the patient; hold it firmly and be sure the anus is touching the skin. The jaundice then fills up the pigeon. The bird soon dies. Then take another pigeon and keep repeating. The first few will continue to die, but after a while they die more slowly. When the pigeons no longer die, you can stop treatment. We often use 10 to 12 birds. Sometimes you see the jaundice disappearing, but even if you don't, the patient almost always gets better.'
This therapy was narrated to me by a venerable rabbi in Jerusalem, where such treatment is routinely given among his crowd for hepatitis, or jaundice as he called it. There is no reason not to believe the story. Most people do resolve their acute jaundice from infectious hepatitis within a few days, and there is acquired ill-health and the management of occupational exposure to HIV and hepatitis B.
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probably an unconscious constriction of the pigeon's chest as it is held on the jaundiced abdomen; the bird handler presumably becomes more relaxed over the several hours of successive administrations of pigeon anus, and the birds then survive the ordeal. But that is my 'scientific' rationalization, or explanation. From the patient's point of view, there is a direct causal effect, where the ancient concept of imbalanced humors giving rise to disease must be corrected by re-establishing the proper proportions of such vital fluids. After all, bile is one of the key humors of ancient medicine and thus most amenable to direct manipulation.
Similar Jewish magic medical practice is traced back at least to the Talmudic period, where a therapy for fever was advised on a similar transference principle: '... let one sit at the cross-roads, and when he sees a large ant carrying something, let him take and throw it into a brass tube and closeit with lead, and seal it with sixty seals.
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